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Abstract
Introduction: Spontaneous recurrent pneumothorax during pregnancy is a rare condition. Few
cases have been reported previously in the literature. There is no universal guideline for the
management of this condition. Treatment options include conservative management with
intercostal drain and surgical management in the form of thoracotomy or video-assisted
thoracoscopy.
Case presentation: We report a case of recurrent spontaneous pneumothorax in a 38-year-old
Afro-Caribbean woman on her third trimester of pregnancy. The disease was managed with the
insertion of an intercostal drain on three occasions, which was then followed by surgical
intervention immediately after pregnancy.
Conclusion: The diagnosis of pneumothorax should be considered in the differential diagnosis of
pregnant women experiencing chest pain and dyspnoea. No adverse maternal or foetal outcome
has been reported in well-managed cases. Management involves good coordination between the
obstetric and surgical teams.
Introduction
Spontaneous recurrent pneumothorax is an unusual con-
dition and its exact incidence is unknown. Due to physio-
logical changes during pregnancy, any condition leading
to impairment in ventilation is poorly tolerated.
This condition is related to the presence of small apical
blebs or bullae in the absence of a known significant pul-
monary disease [1]. Prompt and accurate diagnosis is cru-
cial as sudden respiratory comprise can occur secondary
to tension pneumothorax [2]. The diagnosis of pneumot-
horax should be excluded in any pregnant women experi-
encing chest pain and dyspnoea.
Case presentation
A 38-year-old Afro-Caribbean woman presented at 32
weeks of pregnancy with chest pain and shortness of
breath. She was a non-smoker with no history of pulmo-
nary disease. Her body mass index (BMI) was 38 and she
had conceived following in vitro fertilisation (IVF) treat-
ment. Infection screen gave negative results. On examina-
tion, she was found to be mildly tachypnoeic with
decreased air entry and had a hyperresonant percussion
note over the left hemithorax. Pulse oximetry showed an
oxygen saturation of 95% on air. Blood gas analysis con-
firmed normal arterial oxygen and carbon dioxide ten-
sion. Chest X-ray revealed a large left pneumothorax with
a collapsed lung (Figure 1).
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On examination and ultrasound scan, uterine fibroids
were diagnosed with the largest one measuring 22 cm. She
had problems with fibroid degeneration and dental
abscess during this particular pregnancy.
Pneumothorax was treated using chest tube drain, and it
resolved completely in a few days (Figure 2).
She was readmitted with another pneumothorax two
weeks later and on the 34th week of gestation. A chest
drain was reinserted and removed three days later follow-
ing resolution of the pneumothorax.
Unfortunately, the pneumothorax recurred after another
three weeks and a chest drain was again inserted (Figure
3).
She had also started developing pre-eclampsia when she
was nearly 37 weeks in her pregnancy. Labour was
induced at this stage. She had an epidural during labour.
She had normal vaginal delivery with the baby born in
good condition and weighing around 2760 gm.
The chest drain was removed after delivery, and this was
followed by video-assisted thoracoscopic surgery (VATS)
and apical pleurectomy.
The postoperative period was uneventful and she made a
smooth recovery.
Discussion
Spontaneous pneumothorax during pregnancy is a rare
pathological condition where air collects into the pleural
cavity accompanied by lung collapse without any trauma
to the lung or chest wall. This condition is generally
caused by the rupture of small apical blebs or bullae in the
absence of other significant pulmonary disease. Common
risk factors noted are an underlying respiratory infection,
asthma or a prior history of pneumothorax [3].
Only a few cases have been reported in the literature. The
exact incidence of the disease is unknown. Most of the
patients present with chest pain and dyspnoea, which is
similar to what our patient experienced. The main risk for
Chest X-ray showing large left pneumothorax with collapsed  lung Figure 1
Chest X-ray showing large left pneumothorax with 
collapsed lung.
Resolved pneumothorax after chest drain insertion Figure 2
Resolved pneumothorax after chest drain insertion.
Recurrence of left pneumothorax three weeks after the  patient's initial presentation Figure 3
Recurrence of left pneumothorax three weeks after 
the patient's initial presentation.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
Journal of Medical Case Reports 2009, 3:81 http://www.jmedicalcasereports.com/content/3/1/81
Page 3 of 3
(page number not for citation purposes)
the mother is respiratory compromise while foetal risks
include a reduction in oxygen supply and preterm labour.
Treatment is based on the magnitude of pneumothorax.
The risk of recurrence is 30% to 40%, particularly during
labour [3].
The management of recurrent pneumothorax in pregnant
women should be no different from that in non-pregnant
women. Up to 75% of patients are treated with chest tube
drainage as a first line of treatment. Surgery is an option
for persistent or recurrent pneumothorax despite ade-
quate drainage. Surgery could be either via thoracotomy
or VATS, which is commonly done through pleurectomy
or mechanical scrubbing of the pleural surface [4]. The
optimal time for the surgical intervention is during the
second trimester.
To prevent an increase in the intrathoracic pressure during
pushing stage, epidural analgesia and instrumental deliv-
ery to cut short the second stage are recommended for
those who have not undergone definitive surgical man-
agement [1].
Vaginal delivery has been the most common method of
delivery in patients that are pregnant. With our patient,
the situation was further complicated by the presence of
massive uterine fibroids and a pregnancy complication of
pre-eclampsia. The options were a planned Caesarean sec-
tion with uterine artery catheterisation or a prostaglandin
induction of labour. The latter was successful with a short
second stage and a normal vaginal delivery.
Conclusion
Recurrent pneumothorax during pregnancy can be treated
in the same way as in non-pregnant women. Prognosis is
generally good for both the mother and the baby. Thora-
cotomy and VATS have been increasingly successful as
procedures for managing patients. There were no mater-
nal or foetal complications reported in those who under-
went antepartum surgical intervention.
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